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Infroduction

The London Ambulance Service NHS Trust strives to provide patients with the highest
quality of care which contributes towards Londoners having health outcomes that are
amon,,ést the best in the world. The Trust receives on average in excess of 1.5 million
emergency calls per year, and is the busiest ambulance service in the UK. The quality of
care our patients receive is of paramount importance, but we recognise that in ‘healthcare
there. is human error and mistakes are made. In common with all NHS trusts we take
_seriously failures in the care and treatment we provide and endeavour to learn from our
mistakes. The following report is based on the principles of root.cause analysis which are
used to investigate and understand the under-lying causes of an incident. We have sought
to be open and honest in our approach and to identify how and why the incident occurred.
- We recognfse that we cannot change the events of 9 January but the lessons leamed will

“be implemented.

Executive Summary

On 9 January 2011 an ambulance crew was dispatched to a 21-year-old female patient

complaining of 'AG énergy, very weak, body aching and diarrhoea’ in response to.-a 999

call. The crew attended the patient who was not subsequently conveyed to hospital.

" Sixteen minutes after the ambulance crew left the premises and became available to be
sent to another call, the patlent collapsed and went into cardio-respiratory arrest (the

patient’s heart stopped) A second ambulance crew was sent following a further 999 call :

" and the patient was subsequently taken to hospltal Despite resuscitation efforts the

patlent died.
) Brlef Incident description
‘o Incident date; 9 Januéry 2011.
« Incidenttype: Ambulance (other)
Healthcare specialty: Pre-Hospital (Ambulance setting)

Actual effect on patient and/or service: The patient died. -

;Fmdmgs -
The crew failed to follow Trust policy and procedure and to undertake and.document a full

clinical assessment of the patient.

Recommendations ' - | |
The Trust will undertake a review of the student paramedic train‘ing. ou JNW}@_ @
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The Trust will review and 'strengthen) the ‘Managing the Conveyance of Patients\ -

Policy and Procedure’. ' !

» The Trust will invite the Sickle Cell Society to{consider|the JRCALC guidelines for <
sickle cell management. The Trust will actively promote the _the increased) ;
inyolvement of patients who have sickle cell disease. ) T < Us

. mmme used as a ‘case stu_‘v_w. QU\L o,

Level of investigation conducted o hae Yo 5
0 Q)

Level 2: Comprehensive root cause analysis investigation report as defined by the
National Patient Safety Agency. -

ade 2: The Strategic Health- Authonty will review fi ndmgs recommendations and
somated action plans. ' -

Terms of reference
s To investigate the standard and quamy of clinical care provided by the first

ambulance crew. ,

To determine the impact of the pataent suffermg From suckfe cell anaemia on the

standard of clinical care provided.. e

To consider whether there is systemfc failure within the organlsatlon

s« To make recommendatlons as to any Iearnmg |dentn“ ed

The Ambulance Operations Manager responsible for the area in which the crew was
based was alerted to the incident later that night. The Duty Station. Officer (DSO) had
been informed by the emergency operations centre that a second ambulance had been
sent to the same patient within a short period of time. A second duty station officer
attended the hospital later that night and met with the family. The Ambulance Operations:
Manager collected the available information relating to the incident and the crew
members were then interviewed mdnndua"y on 10 January at 10.00. As a result of the

interviews and following consul _with the Assistant Director of Operations, the
Ambulance Operations Manager suspendeththe two crew staff from duty with immediate
effect pending investigation of the incident,

Following a discussion with the Iocal Assistant Director of Operations and the

Performance Improvement Manager, an alert was made to the Trust's Serious Incident:

Group on 10 January 2011. The incident was discussed at the 'weekly serious incident:

telephone conference on 17 January and a decision was taken to declare a serious
incident to the Strategic Health Authority and to investigate accordingly. The incident

was declared on 21 January 2011.
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Investigation of the incident = |
A 999 call was received by the emergency ‘Gperations centre at_16.13 §CAD 2587) from the

patient, aged 21, who explained her symptoms as having ‘no energy, feeling very weak;

body aching and diarrhoea’.! The «call was correctly determined at Category B (serious. but

not life-threatening) priority level. ‘A single responder in'a-car and an ambulance crew were
dispatched but both were cancelled, the single responder at 16.16 and the ambulance crew
at 16.21.The call was designated as‘Category B which meant that the car was recalled and

diverted to the next Category A (life-thréateni}g}—%ﬁaﬁ\e;j which Is usual practice,- The
i lear But it has been identified that the -

reason for cancelling the first ambulance crew(s unclear

ambulance was sent to the workshop which sug
practice that the call remains‘open until another vehicle is available and dispatched. "

A further 999 call was' received gt 16:29)(CAD 2645) from anothir person (the landiady)

who was with the“patient. It was

‘was again appropriately assessed as a Category B priority level and the earlier call CAD

stched at 16: 131 -and 16:33 Yespectively. The ambulance” crew
“The single responder was duly cancélled when

‘ambuldnce créw wer

comprisedwo Level\3 s

the patient's symptoms\wl—:-fﬁ:lanr ed and the pnonty level was established; they played no

—-further-partin- events Eel .
. P . =

While the ambu!ahc‘e crew:was_r.en route-a-third 999 call-was received ah16:47 /again-from

the landiédy, seeking the:estimated fime-of arrival of the ambulance. During the course.of - .

this call, it was reported that the patient had a history of sickle cell anaemia. The caller was

@ed that the ambulance was on the way and it subsequenﬂy arrived at the scene at.
6:5 , ; ;=

: 'The‘ crew was: ‘met by the iandlady and found the patient'io. be unwell and in. bed whic'h was

‘ expressed her w:sh to go to hospftal The patient was: ass:sted to: the toilet by the !andiady
so that the-patient could attempt to clean:herself up. Whilst in the toilet communication
between the ambulance crew and the patient became very limited as the door was partially

closed. The crew was toid by the landlady that the patient had been to Queen's Hosplfal

Romford for treatment of diarthoea and dlscharged the previous week. The crew also
understood that family members were on their way. The crew decided not to convey the
patient to hospltal and the landlady has stated that she was advised by the crew to take the
patient to @@l in a taxi if the patient’s symptoms persnste‘ y The ambulance crew left the

house and returned to the amm sported-theiravailability to attend a further
emergency call at 17:26 whilst in transat and completing the patxent report form. 2 i
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“a fault with the vehicle. It is usual -

xpiained -that the' patient was now presenting with
breathmg problems, was unable to-speak, breathing heavily and had become cold: The call

- 2587 was Imked with the second call CAD 2645. A single responder in a car and an .
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A fourth and final 999 call (CAD 2857) was received at 17: 42 again from the landlady 16
minutes after the first ambulance crew had left the! gremlse%) The patient’s reported
symptoms indicated that she was in cardio-respiratory arrest. The landlady and a family
member (who had arrived since the first crew left the premises) carried out cardio-
pulmonary resuscitation - instructions were given by the call handler in the emergency
operations centre. The call was assessed as a Category A (life-threatgnir iori

and an ambulance was_dispatched at 17:47, arriving on scene at
responders in cars were also dispatche 43 and 17:52, both a
’3

17:56.

The pat;ents initial heart rhythm was showing no electrlcal activity, which meant that it was
not appropriate fo give shock therapy to restart the patient's heart, Basic and advanced life
support protocols were started in accordance with expected practice. The patient was
transferred to the.ambulance and taken:to hospital, a priority alert call being simultaneously

made so that a doctor and medical team-could be prepared for the patient's arrival. The
ambulance: arrived at the hospital at @where a handover of the patient's care was

given to hospital staff.

Further resusc:tatlon attempts ‘were made but were unsuccessful and the patrent was
subsequently declared deceased by a hospital doctor, - .

Post incident. |
“Fol IéWihg‘:thé“ ’éi}éﬁté"‘bf"’9"’”2]é'ﬁﬂéi"ff:"th‘é_l“af"ri'dllé_d?" contacted the Trusf's Patient ‘Experiences
Department by telephone on 10 January' A letter of complaint from the landiady dated 12
January 2011 was received on 21 January. A letter to the London Ambulance Service's
Chairman from Margaret Hodge MP enclosmg a copy of a letter from the landiady was

received on 26 January.

A meeting was arranged with family members and the landlady on 1 February at East
Headquarters in liford. Commiunication has been maintained with the family and where.
possible information has been provided when requested. A further meeting -was held with
the family and sehior London Ambulance Service staff on 23 March:at WatérlooHQ. ;
The events of 9 January attracted media attention, and F’arllamentary Questlons were

raised in the House of Lords on 14 March

Both members of the crew resngned from the Sennce prior to completlon of the

investigation.

Identifi cation of care and service delivery problems (C&SDPs)

Care and service delivery problems are issues which arise durmg the del:very of care fo a
patient which involves a deviation from. accepted practice; ‘which in turn has had a dlrect or
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an indirect effect on the eventual adverseouicome for the patient. The care and service
delivery probie_ms identified in this incident are detailed below:

A delay in dlspatchlng an ambulance forlowmg the initial 999 call.
“Failure to undertake the appropriate clinical assessment of the patient.
Failure to effectively communicate with the patient.

¢ Failure to effectively communicate with the landlady:.

Dela ln dls_'atchmm -an ambulance following the initial 999 call.
A) To systematically priorifise calls, nke many ambulance services worldwide, the Trust

- uses the Medical Priority Dispatch System. This system uses structured: questlons to:
identify priority symptoms and thereby the clinical need of the patient.. From that, an“

Fallure to appropnately document & reason for not conveylng the patient to hosp|ta!

assigned level of priority.is‘made;:in_turn determining the type of resource. that will

" be allocated to manage the m,cndent

(sériouo but not immediately life-threatening) and Category C (neither immediately
life-threatening nor clinlcally serious). Although the Trust does not under-estimate

pe alloc Thus all emergency. calls are pnon’nsed i
according to .a scale -of Category A (immediately life-threatening); Category B.

the distress:caused.b thls is individual to: each patlent and as such the trlage :

system cannot take that mto account

,_,,,.The "3”0“31 targets prior to Apnl 2011 were to reach;

.75 per.ce Category A calls’ within elght minutes.
95 per cent of Category A calls within 19 minutes
95 per cent ofi Category B (serious) calls within 19 minutes

" There was no national target in. relation to calls designated a Category C (neither

serious or life threatenmg) call although the Trust had estabhshe nfarget time:
‘ \ o

of one hour

At the time of the incident the Tru's_t-;-was required to attend 85 per cent of Category B .
(serious but not life-threatening) calls within 19 minutes; the response to this call did not
meet the target and the:time frame from call‘to. attending patient was 37 minutes. '

Failure to undertake a clinical assessment
There is no evidence that an appropriate clinical assessment was undertaken and recorded

of the patient at any point by the first ambulance crew. A patient report form was

completed by the crew when they had left the house. However, no clinical-observations
were recorded (other than the patlent appeared to have been fully alert), contrary to the

Trust's procedure.
They also failed to ledave a copy of the assessment record - the patient report form - with
the patient or others present before leaving the address, contrary fo Trust procedures.

’ 7
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Failure to effectively communicate with the patient

The patient report form records that the patient refused to have observations taken
however the landiady's statement refutes this. Whilst refusing observations resulted in
limited clinical evidence, other aspects of the assessment such as a clinical histary, touch,

and a visual assessment were limited.

At interview, the crew was unable to explain a reason for not undertaking a clinical

assessment and they could. nof justify the decisions they had made. It became apparent

Q'nat the crew believed the patient had a virus. )

Failure to effectively communicate with the landla

The Iahg\a@ that the ambulance crew was . of the patient's symptoms and

rudey n"d@’nhe]pful n their approach.

Failure Etodocurnent a.reason for not conveVinthhe patient to hmsﬁitai

At interview the crew stated that they did not believe the patient to be time critical, They
stated they lntended to walk the patient to the ambulance to. undertake observatlons and
they rmplted that they were taught this at training schoo! .

Contributory factors analysns of the care: and service dellvery
problems : ST

Analysing the factors which have an influencing effect on the care provaded leads fo a

better understanding of the issues which. contributed o the adverse effect on_ the patient_ .. .

and we learn to reduce the lfkellhood of it happenlng again.

Tabled below are the contributory factors associated with the service and care delivery

problems.

Serwce Dehvery Problem 1- Delay in dispatching an am bulance followmg the initial
999 call.

A) Wbrk ehvirdnment ] Increasmg workloadidemand/ tlme pressure 2N

The flrst vehicle was dNerted fo-a Categary A call and the ambulance ‘was. sent to the

workshop.

Care Delivery Problem 1 - Failure to undertake a clinical assessment
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A) Patient factors Pre-existing sickle cell

No tympanic or BM equnpment on the ambulance ddw [

D) Equipment Factor
‘Acceptance/toleration of inadequate adherence to current

E) Organisational

practlce _ , »

A) Sickle cell. anaemia is known to relate to multi-organ, fallure but in the absence of-a
clinical assessment there were no clear indications that the patient was experiencing

a sickle cell crisis. The patient reported fatigue and weakness, however, this could -
aleo be attributable to a prolonged bout of diarrhoea and VOmxtlng The' patnent had
nct been presc:nbed any medicatlon for sickle cell anaemla she had no‘hlstory of
 sickle cell crises since her afrival in the UK several years prewously and' she was
not under the care of a hospital, her general care being managed by her GP. The

' crew “asked the" patient if she was having a su::kle cell erisis end the ldndlady states
~ the’ patlent replied ‘that she does not know'.® However, both thé crew’ ‘members
malntam that she was asked ‘ls this a sickle: cell problem? and the patlent rephed

o thigl

B) The patlent had beér unWeii for-atleast nine days and her: pcer physma! condltron
v'-‘-reﬂects the duration of-ill ‘health. She had contacted NHS: Direct for. advice and

,gutd_ance in theearly hours: of 1 January.® There was a. subsequent :m_provement in

: «her condition;: however; her deterioration.on 9 January is understandable.in view of -

B) Patient factors Paoor physical condition : o
C) Task factors' " - [ Guidelines; pohmes and procedures were not followed : _ :

- --'~~'~—th'e"cause;of:d eath ~mulfi-organ-failure-due to-viral:pneumonia:-:

- C).The. primary responsibility -of a student paramedic is to- undertake a clinical
- assessment of the patient's condition in order to-provide the necessary;. care and
treatment. Equally, it is required that the results of the assessment are documented
in order to monitor changes in the patient's condition and to mamtaln a record for
handover at. hosprtal or when a patrent is referred to another care. prowder Although

the patlent report form_°® was part:ally completed the- requ:red cllnical measuremenie\

- were not dccumented

!- D) The crew do‘ umented_l on _the daity vehlcle sheet7 form that they had ne tympamc .
In

blood sugar levels was: not

available. - Hov}eve, ey did fake a blood pressure cuff to the scere; but were
unable to measure the patient's blood pressure as they befleved ‘her reluctan

responses meant she was refuelng them permlssaon
e

[ Care Delivery Problems 2 - Failure to effectively communicate with the patient |
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A) Siaff faétor View'pbint affected by informaﬂon '

B) Staff factor Pre-occupation with external factors — narrow focus T

C) Commumcatlon Inappropriate tone of voice and style
D) Communication Ineffective involvement of pahent in treatment and ‘decision
making

E) Work Enwronrnent Timéb'ressure'
F) Work Enwronment Lack of brééks during work‘hdu‘rs

A) The first crews that were dispatched CAD 2587 had the chief complaint logged as
'sick person; no energy, very weak, body achlng, diarrhoea’. The second crew
inltlal!y understood that they were attending a pat:ent with 'breathmg problems; now
not talking, breathing heavily and body is cold.”®

= On arrival at the. scene the patient was Iymg in bed and the crew state her breathing
-was normal Followmg an initial visual assessment and questlons regardmg sickle
cell crisis the crew asked the patient if she wanted to go to.hospital. ' At the time of
the incident the crew were. told by the landiady that over the previous bank holiday
the patient had attended Queen’s Hospital for treatment and had spent the day in
" A&E and been d ischarged back to her sister-in-law's:home. !"

'B) A-consequence may have been the crew's abrupt rather- than encouragmg tone of

-~ volee with:the patient which: the landlady stated had been used,'?

C) Equally‘a lack of understanding how ill the patient:felt led: the crew- staff to rely on

the landlady to respond on the patient's behalf.

D) Asfor B
E) The crew stated on the daily vehicle sheet form that they had ‘not been allocated a

" rest break since the begmnmg of the shift."®

Care Delivery Problem 3 - Failure to effectively communicate with the landlady

| A) 'Sfaﬁfacfof o Vieﬁvpointaffe-cfed'by informafibn o
B) Stafffactor - | Pre-occupation with externa[:factors—na[(gw__fogqs )
.C).. Commumcation | Inappropriate tone of voice and I

D) V_\f_’qr.k‘.En_\grqnment Time pressure

The factors detai_féd in CDP 2 ab'ove equally apply to the failure to 'c_-:pm,munic_ate effectively
with the landlady. ; : , o4 “

"CDP 4 - Failure to document reason for non - conveying patient to hospital

" RCA Investigalion Report 2011-06-21Final 10




Vrew pomt affected by information
Pre-occupation with external fectors narrow focus

Time pressure and lack ofrest break -

A) ‘Stafffactor
B) " Staff factor
C) Work Environment

A) The:cre‘.'v was influenced by the information that the:patient had already been seen

en'd discharged from hospital. ’
B) The crew was aware of the pressures on the Service:and were anxious to transport

the patrent to hesprtal and complete the call.’
C) Fett_g_ue__an;,d forgetfulness in the ninth hour of a shift without a rest break.

Drscuss:on ‘ _
The Med:caf Priority: Dlspatch System used for. assesstng and: prrorrtrsrng calls (known as
: ‘trrage) and -allocating -resources. to them relies on ‘the, .accuracy of the lnformetlon

provrded by the.caller. Members of the public who require an ambulance. are- often hlghly
emotional: and distressed and the skills of the emergency.. medrcal drspatcher who, takes

- the call,:in: elic:rting information .on_the patlents condrtlon and providlng Instructions to the

. caller are: an-essential-part. of the care. process. prevrded The emergency operations centre

- which manages the in-coming calls has a call taking manager and-supervisor on each. shift

- who will momtor calls and provide support to the emergency medical drspatoher when

- required; - "‘aeddltlon the. emergency-operations centre_has a team of quality. assurance
' managers who will, regularly review calls_to_confi rmthat the trlage and advice given meets

~the required standards -A.quality assurance review was undertaken of the calls CAD 2587,
2645, and. 2696 Eech call was correctly tnaged and the appropriate avarlable response
; dispatched lt is therefore reesonable to c:onc!ude that there is no systemlc fallure within

: the trlage process

Operatrenal frontlme staff who prowde patrent care. are very often work:ng wrth mcomp!ete
_mformatron regarding the condition of their patient. A c:ntrcei part.of the role is to anticipate
- from the information available the potentlel needs of the. patient, ldentify equipment that will

be requrred and, be-flexible. in responding to the visual clinical picture.. that is.presentad

o | which: then needs to be supported by a robust clinical assessment

- The [nformatron avartebie to. the ﬁrst two members who attended the patlent was 'breethlng
problems’, However, when they - saw, the patient in. bed, . the \nsuat mformetron did not
correspond wrth the: informatlon they had rece:ved The vrsua! assessment presented asa
-Ml and in pam and was. understandably communicatmg in a nmited but logrce! manner. wrth.
the crew. The additional information from the landlady that the patient had a diagnosis of
srckle cell anaemia end hed been in.hospital the week before prompted thern to ask the

| to go to hospltal whlch she did. As the pettent left her bed rt beceme clear that she had
= M
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been incontinent and wanted help to tidy herself and dress before she left the house. The
account of subsequent events is disputed; the landlady and the crew clearly have differing

perceptions which are incompatible.

The style and tone of the discussion between the crew and the patient has been a source
of criticism from the landlady. Equally, the fact that once the patient had been in the toilet
for approximately ten minutes they decided to leave her with the landlady at home to wait

for her sister-in-law and if necessary travel to hospital by taxi.

it is clear from both the crew and landlady’s statements that the crew felt the patient was
suffering from winter flu bug /noro-virus. It would not be unusual for an ambulance crew to
advise a patient to remain at home and for them to provide appropriate advice for the
management of an unpleasant illness which usually does not require a hospital
assessment: The crew had been satisfied with the patient's response that she was not in a
sickle cell crisis'and had excluded it from any further consideration. However, the decision
not to' convey the patient was based on a visual assessment witfiout a clinical assessment
~ having been undertaken. This clearly deviates from good pract

- by the Trust, It can be argued that afull clinical ‘assessment would have provoked a re-
ient's condition and the assumption‘of winter fiu bug could not have

consideration of the pat
maintained.

Sixteen minutes after the first crew left'a further 999 call'was received and-triaged as a-

Category’ A cardio-pulmonary” arrest (th:e;‘-’_pa‘t'ie:ri't"é'* heart had stopped). ‘A ‘second

"ambUiah'be'”Gl'e'wda'rrive'd"'"in‘”[e'n"‘mlnUtés"'_‘"and"“'a”tten‘déd"“‘the"*‘p"atient""With“""rWO"fUrther“'fas"t"“ i

responders in cars until she was conveyed to Ho‘épi'talii‘r :

In terms of the Trust's experience, survival in cardiac arrest where the patient's heart is in a

rhythm which can be given a shock to restart it, and cardio-putmonary resuscitation can be

given to keep thej‘_b'lci‘od“ﬂowing around the patient's body, is‘\'21 per cent. However, survival
outside these circumstances is less than five per cent. Evenwhére the patient's heart is in

a shockable thythm, cardiac stirvival opportunity is. said to decline by 7-10 per cent per

minute™. In this instance, the patient's heait rhythm showed no eléétrical activity when the
second ambulance crew arrived. Given the time-frame'indicated, this would indicate that
her survival opportunity was extremely limited. It is therefore highly probable that had the

first ambulance ‘crew’ conveyed: her she would- ‘have had-a cardiac arrest en route ‘to

hospital. The patient's iliness was ongoing over a period of time-and the cause of death
was attributed to multi-organ failure secondary to viral pneumonia; this indicates that the
patient was seriously
event,
The Trust acknowledges that the first ambulance crew who attendéd the patient did not
provide the standard of clinical care which is expected from staff. To identify any specific
RCA Investigation Repm-'l 2011:08-21Final 12
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training issues which may have contributed:to:the lack of professionalism, the training
records of:‘both members of staff have been reviewed:- The:staff involved: had both:-passed
~ their two gateway assessments and were therefore censidered to.be-appropriately: skilled

to undertake the response to this call.- Neither member - of staff has any: record of
complaints made against them whilst employed at the Trust. Internal references were also
requested and received from paramedics and clinical tutors who had worked with both
crew members and are positive. The staff had received training from an experienced
fraining officer who was familiar with the diagnosis, treatment and management of sickle

cell anaemla and thalassaemla

. The Trust’s management of sickle cell is:in accordance wnth the Joint Royal Colleges

Ambulance. Liaison Committee (JRCALC) guidelines. The Trust is.well versed in. managing
,.pat;ents with sickle cell, as the instances: of encounters with this group .of patients is
' S|gnlf|cantly more ' than- ather UK .ambulance ‘trusts, -in_ the. light of demographic

considerations. Revised guidelines are scheduled for release in 2011 having involved input

fmm_leadmg clinical. experts “including the-Trust's Medical -Director (a Consultant in
R

" Emergency Medicine) and a Consultant Haematologist. A re-audit of the management of
sickle cell crisis In the London Ambulance Service was published:in January 2011. The

action plan is being implemented and there will be a further audit followmg the_ ublication
~of the revised guidelines. The Trust is sattsﬂed, at its chnlcat proto Is in thls, espect are

'V fully in keeping with contemporary- clinical practice. However, if is recognised that the

“increased lnvc!vement of patlents may generate greater conﬁdence amongst sufferers

*.-- eyt

‘The Trust 'recognis‘es th"at in 'a-'- comptex- héaith c,a're =sy3tem wh_floh 'ln\zdives thousands of

~patient contacts there will inevitably be errors and a need for improving practice. A key
- principle for improving the patient. experrence is that an organlsatlon -acknowledges errors,
- learns from them and takes action..The Trust has implemented a rest break system which
Wl” ensure that staff wnll be given a break during a shift. A system is being tested and
pi!oted_for uipment which includes;tympanic. and BM.-kits. in a single

:pack that they will need for their shift. The results of which will inform future practlce and

~assessment of the patlent

- the tracklng and managemé""l ‘of medical equiprnent is under-review. The communication
modutes fortrammg ‘staff partfcularly in attitude’and behawours wﬂl be assessed and actmn

: |mplemented based on the fmdmgs ‘

 Root cause
* The crew failed to follow policy and procedure and undertake and document a full cllmcal

t

: .fConctus:ons

~ The quality of clinical care provided by the first ambulance Ccrew. fell below the standards
required by the Trust. Recommendations one to three (detafied below) will address any

‘issues which have been highlighted both in policy and practice regarding student
o 13
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paramedic training. There is no evidence to suggest that the pre-existing diagnosis of
sickle cell anaemia had any impact on the clinical care provided. However the Trust will

actively seek iences of patients in order to inform and improve the care and

treatment we provide. The investigation has revealed areas within the paramedic training
programme which can be reviewed and improved, nonetheless there is no evidence to
suggest that there is a systemic failure within the organisation.

Lessons learned

¢ The Trust needs to be able to undertake full investigation of a serious incident
separately to any disciplinary investigation to ensure that the full information is
available. The investigation into this seridus incident has been’ limited to'a certain
‘ 'extent as there was only one opportunity to discuss the events of 9 January with the
' two crew members concerned. Following their’ suspension from duty on 10 January,
a dlscfpimary investigation was formaliy undertaken and both student paramedlce

‘resigned before its conclusion.
Supewrsmn Ievefs of student peremedlcs need to'ben more closely monitored.

f—

Recommendatlons

1. 'The Trust will undertake a rewew of student paramedrc tralmng
. 2. The Trust W|II review and strengthen the ‘Managmg the Conveyance of F'atrents

'Pohcy and Procedure

3. The Trust will fn\nte the Sickle Cell Socuety to cons:der the JRCALC gundelmes for
sickle-cell-management:-The-Trust-will- -actively-promote the-increased involvement-of e e R

-patients who have sickle cell disease.

L 4 The mvestlgatlon report will be used as a case study for tralmng staff, : \j

Actlon plan and lmplementatron

The Senlor Management Group . has rewewed the report and wa!l ensure that the
recommendations are implemented. A copy of the report and action plan will bemgwen to

the patient's family for comment.
Implementation of the action plan will be monitored by the Leam:ng from Exper!ence

Committee and the Senior Management Group.

Arrarigements for shared learning

The Operational Area Governance Committees

The Clinical Bulletin

The Senior Managers Conference

The Learning from Experience Committee

The Clinical Quamy. Safety & Effecnveness Commlttee
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Distribution list

This report will be:made available to: L
J The patient's family SE RS R
b The Trust Board
. NHS London

The Trust’s camimissioners

The UK Ambulance service network

Pre-investigation risk assessment
[ g B c
Potential Severlty Likelihood of recurrence ' Risk Rating
(1:5) at that severity (16) = . (C=AXB)
. B 3 15

The investigation team

: ' - Officer is a Senior Clinical Pract;ce Manager and a53|stance was provxded by the Head of
el o *"Patrent Expenances “Fhe: Senous Incndent Gmup :nd members ef the. Tmst Executive

Investlgahon type, process and methods USed

Involvement and support of patlent and relat:ves

Thrs has been a multi- dlsmplmary mvesﬂgatlon usmg Root Cause Anafyszs techmques

A multi-disciplinary approach was taken to mvestlgatmg the mcndent the Lead Investngatmg

Meetmgs were held with the pataent’s famlly and press - statements made avallabie

following significant media and parliamentary interest. Requests for detailed information,

;rhcludi'ng one under the Freedom of Information Act 2000, were declined until the final

report could be made available to the’_.famify. -

Involvement-and support provided for staff involved

The individual crew staff involved were supported by their Trades Union representative
and access to the Trust's welfare provision was provided. The disciplinary process was
commenced but both staff subsequently remgned from the Trust's employment before

the investigation could be completed.
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Notable practice
1. The early detection of the incident by the Ambulance Operations Manager.

2. The compliance with the Trust policy for reporting serious incidents.

Information and evidence gathered

Daily Vehicle Sheets

Call Log for CAD 2587 16:13:54

Call Log for CAD 2606 16:47-18.

"Call Log for CAD 2857 17:42:49

[ Patient Report Form - CAD 2645 K202

| Patient Report Form  CAD 2857 107

Patient Report Form  CAD 2857 EC50

Patient Report Form  CAD 2857 Ki47

Letter of Complaint from Landlady dated 12 January 2011

lnterview nbtés of bot’h Staff meh"_l'béfs:% Jan'uary 201 1

ReSponse to meeting notes from staff members

| Statement of Events from L'andlady Jates 09 January 201 1

7 Trammg and achfevement records for staff members i

Internal references for staff members

 OP0-14 Managmg the Conveyance of Patlents Pohcy and F’rocedure '

OP-031 Pohcy for Cnnsent for Examlnatlon or Treatment

RCA Investigation Report 2011-06-21Final
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Chrenology (trmelme) of events e

Time .‘7: “Event
' 1818 - i :. Patient dialled 999 and requested an ambulance — fast response car
‘land ambulance dlspatched
~16.16 Hi Fast response car cancelled
16.21 Ambulance cancelled
16.29 ; ‘The landlady calls on behalf of the patlent
“16.37 ';f “Fast| response car dlspatched
16.35 ;Fast response car cancelled 1
16.33 Ambulance drspatched
- 16.47 “" 2nd call from Iandlady
1650 | 19 ambulance crewlarnve o S
17 26 ~ 1% ambulance crew. report thelr availabllrty to attend ancther emergency
tcall and |leave the scene :
. 137 call from landlady advrsmg that the patrent is in cardfclresplratory
17.42 |arrest. Call handler tnaged the call and commenced CPR instructions.
1 | The. call is determmed at aRed (Category A) pncrrty ;
: m’l?43w ;Frrst fast. respcnse drspatched MO ;
1745  |Ambulance dlspatched e N
'- - Second fast response lespatch'ed','"‘} i
o |Ambulance arrives at patlent's address
e 3"'1;7:56“ “Both Fast Responders arrrve at the patient s address
> 1822 '11 Ambulance leaves scene conveyrng patrent to hospital, prronty alert call'
. {made. : :
18:30 N : Ambulance arnves at hospttal
18.37 {Ambulance crew report avarlabllrty to attend ancther emergency call.
- 23.00 ‘ DSO met wrth famrly at hospital -

17
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Source Documents

Call Log; CAD 2587 09/01/2011 Item 3

Patient Report Form; 09/01/2011 ltem 8

Complaint letter from landlady; 12/01/2011 ltem 19

Crew statements; 24" January Item 20 & 21

Notes from meeting with family and landlady; 01/02/2011 ltem 29

Patient Report Form; 09/01/2011 Item 8

Daily Vehicle Sheet; 09/01/2011 ltem 9

Crew statements; 24" January Item 20 & 21

Call Log; CAD 2645 09/01/2011 Item 4

10.Crew statements; 24" January Item 20 & 21

11.Patient Report Form; 09/01/2011 Item 8 & Complaint letter from Iandlady,
12/01/2011 ltem 19 :

12.Landlady’s statement; ltem 30

13. Daily Vehicle Sheet; 09/01/2011 Item 9

14.Cummins RO, Annals of Emergency Medicine 1989, 18:1269-1275
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Appendix 1

Dispatch management

A fast responder is a paramedic or‘er'n:'ergency medical technician who travels using a car

~or motorbike, complete with life-saving.equipment. As the title suggests a fast responder
can usually reach a patient more quickly than a conventional ambulance, although an
ambulance is always sent in order to convey a patient to hospital, where appropriate.

Resources can be automatically d lspatched via the: use of phrase-recognition software. |t is
routine practice to cancel such resources. where it is subsequently identified from
- completion of the trrage process that ‘the- pahent's symptoms do not amount fo'a high
priority and to divert resources en route o an mc;dent where a 999 call trlaged at a higher

pnonty is received.

The Trust has'in- place a capacity’ management plan-(the- Resourcmg Escelatlon Action
Plan) (REAP) which i sed to identify the'level ‘of pressure the service'is under at any
glven time and provide a range of tactical options to deal with an over—capamty sitiation. At
the time of'events in this case, the LAS D|rector of Operations had declared REAP Level 4

‘Severe Press ure'.

- —-Studeneparamedic.s-f-

Durlng 2008:and 2009 around 700 sludent paramedics were recruited to the Service

All studenl paramed ics complete a lhree-year trainrng course whlch is dellvered m-house

: ambulance staff where students put thelr trammg rnto practlce —_ )

e Dunng the training, all staff have the close support of a practice placement educaior, who.
are: specually tralned to a‘ssess and advise the slaff Throughout the progremme students

" nom-based learnmg, after WhIC- th_ey are able to

The course starts with 26 weeks of :
assess patients and give a certain number of drugs. They then complete a12-month

placement on the road, after which they are given theoretical and practical assessments. If
successful, they then go on to another 12-month placement. Having passed further
assessments they are then eligible to'do the 16-week paramedic training.
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Each year, student paramedics receive 144 hours of supervision from practice placement
educatars, which has to be signed off in order to successfully qualify.

If student paramedics successfully complete the course they receive a paramedic
certificate and are then eligible to apply for registration with the Health Professions Council.

Detail of student paramedic training programme

Level one

Learning the basics of ambilance aid.
Three:week ambulance driving course. ;]
Two-week placement on an ambulance under supervision.

K clinical management module using scenario-based workshops to put

learning’into practice. ¢
A further placement of at least 150 hours working on an ambulance under
supervision.

Advanced patient assessment module including learning how to.record the activity
of a.patient's heart using an electrocardiogram (ECG) and clinical examination.

scenarios.

Level two

A 12-month work-based placement with access to a mentor,

» Production of a portfolio of experiences.

* Ongoing theoretical, practical and work-based assessments.

+ A 1{_2—rri.onth work-based placement wherg you will carry out all duties _Ljp_,to:mg level

of trairiing you've received, o
« Portfolio will be continued and your mentor will offer support and advice. :
-making, clinical audit and research, -

« Study including ethics and law; ¢clinical decision
sociology, psychology and health promotion.

Level-four .

: k plag skills learned on the course including. .
paramedic-leve! skills under direct supervision (apart from administering controlled
drugs, which cannot be completed until you are registered at the ‘efid of the cotrse).

+ Four-week placement and completion of portfolio., .

'+ One-week course working as a single responder when you will train to work on yolir

own'in-a fast response car. | BOER * R ¢ U BN, A G e

. Practical. 16-week placement undertaking all skills leamed on ¢
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